Among 173 consecutive open lung biopsies, nine gave a histopathological diagnosis of bronchiolitis. Seven of these patients had some connective tissue disorder (CTD), six of whom are presented in this report; two had classical and one possible rheumatoid arthritis (RA), one ankylosing spondylitis, one scleroderma, and one developed classical RA four years after biopsy. Four of the patients were smokers, most suffered from breathlessness and cough. In terms of lung function three patients had obstruction, one both restriction and obstruction and three a decreased diffusion capacity. For control purposes peripheral lung tissue was studied histologically from 24 consecutive smoking patients without CTD who underwent a lobectomy for cancer. Intraluminal plugs and mucosal lymphoplasmocytic infiltration of the bronchiolar walls were more prevalent and abundant in the CTD patients than in the controls (p<0-02 and p<O-OOl respectively). Two CTD patients also showed some obliterative bronchiolitis. Corticosteroids were effective in one out of four patients treated. One patient improved and the others did not show any progression during the follow up. The results suggest that smoking alone does not explain the lesions of the small airways found in CTD patients, and that bronchiolitis may be specifically associated with the basic disorder in such cases.
Connective tissue disorders (CTD) are often associated with pulmonary manifestations in the form of interstitial fibrosis, pleurisy, and vascular lesions. ' 2 A possible association between rheumatoid arthritis (RA) and obliterative bronchiolitis (OB) has been observed recently,3 and there are also reports of bronchiolitis in patients with systemic lupus erythematosus (SLE)" and progressive systemic sclerosis (PSS, i.e., scleroderma),7 but bronchiolitis has not been described in patients with ankylosing spondylitis (AS). Most of the RA patients having OB have shown a progressive airway obstruction,-'6 which has in many cases been fatal.3 4 In order to study the association between bronchiolitis and CT'D and the clinical course of bronchiolitis in CTD we re-evaluated all cases with a Accepted for publication 14 February 1986. Correspondence Table 3 , and the diagnoses of the CTD patients in Table 4 . Intraluminal plugs of mucus and desquamated cells (Fig. 1 ) and mucosal lymphoplasmocytic infiltration of the bronchiolar walls (Figs 1 and 2) were more prevalent in the CTD patients than in the controls, and lymphoplasmocytic infiltrates were more abundant in all the CTD patients than in those controls who showed inflammation. In fact the inflammatory reaction of the bronchiolar intraepithelial polymorphonuclear leucocytes (Fig  2) . Two cases showed some obliterative lesions (Figs 3 and 4) . Lobular septal fibrosis, chronic interstitial inflammation, and intra-alveolar carnification were , more prevalent in the CTD patients than in the controls. One CTD patient (case 6) showed a picture of usual interstitial pneumonia (fibrosing alveolitis), and case 1 showed obstructive pneumonitis. The latter case also had rheumatoid nodules (Fig. 5) , and case 3 showed signs of abundant intra-alveolar carnification.
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